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EMT/ADVANCED EMT /PARAMEDIC:
1. Obtain medical histor y

a. Determine the sever i ty, nature, and duration of the episode
b. Was the patient awake or  sleeping at the time of the episode? 
c. Include detai ls of the r esusci tation, i f  applicable 

2. Keep the chi ld warm and tr anspor t to the emergency depar tment

3. Contact OLMC for  assistance i f  the parent/guardian r efuses medical care
and/or  tr anspor t

Br ief Resolved Unexplained Event

PEARLS 
Defini tion of Br ief Resolved Unexplained Event (BRUE):
These are sudden, br ief (less than 1 minute), now  resolved (r eturned to baseline) 
episodes of at least one of the fol low ing in a chi ld less than 1 years old:
1. Cyanosis or  pal lor
2. Absent, decreased, or  i r r egular  breathing
3. Marked change in tone (hyper - or  hypotonia)
4. Altered level of r esponsiveness
NOTE: Most chi ldren who exper ience a BRUE have a normal physical exam, however , 
almost 50% w i l l  have an under lying condition r equir ing comprehensive medical care. 
  
In many cases, detai ls from the chi ld?s home may be impor tant to dow nstream health 
care cl inicians. Please include detai ls, such as the fol low ing, when providing r epor t to 
the hospital: 
1. Make note of the home environment: Medications, condition, caregiver 's

condition, possibi l i ty of toxic exposure, etc.
2. Are there any concerns for  non-accidental tr auma? 

E A P
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Pediatr ic Respir ator y Distr ess w ith Inspir ator y Str idor

Inspir ator y str idor  may be due to many causes in the pediatr ic population, 
including croup, foreign body aspir ation, or  epiglotti tis. 

Str idor  r efer s to upper  air way obstr uction as in lar yngotracheitis/croup and is 
often accompanied by hoarseness and/or  a barking cough (seal-l ike cough). 

As str idor  worsens in sever i ty, the fol low ing may also be obser ved: tachypnea, 
r etr actions, accessor y muscle use, nasal f lar ing, fatigue from respir ator y effor t, 
and cyanosis. 

EMT / ADVANCED EMT 
1. Humidi f ied O2, i f  avai lable and as appropr iate, w i th upr ight posture 
2. I f  needed, assist venti lations w ith PPV using 100% O2 
3. Request ALS, i f  avai lable 

PARAMEDIC
4. Dexamethasone 0.6 mg/kg PO/IV/IM/IO x 1 (MAX dose 10 mg)
5. For  signs of moderate to severe croup, administer  inhalation of nebul i zed 

solution of 1 mL 1mg/mL EPINEPHr ine OR 0.5 mL racemic epinepher ine 
mixed w ith 2 mL normal sal ine solution* . Signs of moderate/severe croup 
include str idor  at r est AND one of the fol low ing: tachypnea, moderate 
inter costal r etr actions (including suprasternal r etr actions), 
agi tation/r estlessness/ti r ed appear ing, di f f iculty talking or  feeding.    

6. Contact OLMC for  the second dose of nebulized EPINEPHRine i f  
symptoms do not improve a consider  alternate diagnosis such as 
aspir ation of foreign body, bacter ial tr acheitis, epigloti tis. 

 
 
*  Nebulized EPINEPHr ine/r acemic EPINEPHr ine may be contraindicated in 
chi ldren w ith a histor y of congenital hear t disease.

E A

P

PEARLS 
A common challenge when working w ith the pediatr ic population is the administr ation 
of medication. I f  commercial products are unavai lable, alternative measures are often 
under taken, such as crushing and dissolving por tions of a tablet, or  extemporaneous 
compounding of oral products. In some cases, an extemporaneous l iquid cannot be 
prepared easi ly from tablets or  capsules and off-label oral use of an intr avenous (IV) or  
intr amuscular  (IM) preparation is considered. An example of this is administer ing the 
injectable formulation of dexamethasone orally. This practice is fol lowed in emergency 
depar tments around the countr y. 

Please note that  at  th i s t im e, the on ly IV m edicat i on on the MEMS for m ular y that  
has been appr oved to be given or al l y i s single-dose/one-t im e use dexam ethasone.
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Neonatal and Young Infant Fever

A PE

EMT/ADVANCED EMT/PARAMEDIC:
1. Obtain medical histor y 

a. What was the highest temperature? How  was i t r ecorded? 
b. Is the chi ld sti l l  feeding normally? If  not, are there signs of dehydration?
c. Bir th histor y: was the baby ful l-term or  premature? Was the baby admitted 

to the NICU? 
d. Were there complications from the pregnancy/deliver y?

2. Evaluate the neonate or  young infant for  the fol low ing: 
a. Appearance (tone, inter -activeness, consolabi l i ty, gaze, cr y)
b. Work of breathing (abnormal noises or  posi tion, r etr actions, f lar ing)

 c. Cir culation (pal lor , mottl ing, cyanosis)
d. Evidence of dehydration 

3. Evaluate for  shock due to severe sepsis. I f  present, tr eat per  Medical 
Shock protocol, Gold 14 and noti fy r eceiving hospital.

4. Transpor t to the emergency depar tment for  fur ther  evaluation.

5. Contact OLMC for  assistance i f  the caregiver /guardian r efuses medical 
care and/or  tr anspor t

PEARLS 
Neonates and young infants have immature immune systems and are at high r isk for  
ser ious bacter ial infection despite appear ing well . The rate of ser ious bacter ial infection 
(SBI) is up to 20% in neonates. Often, fever  may be the only sign of cr i tical i l lness in these 
chi ldren. Al l  febr i le neonates and young infants should be tr anspor ted to the emergency 
depar tment for  fur ther  evaluation.

Defini tions: 
- Neonates are chi ldren 0-28 days old
- Young infants are less than 90 days old.
- Fever  is a temperature of greater  than or  equal to 38.0 °C or  100.4 °F measured by any 

method by ei ther  caregiver s or  EMS.
- Ser ious Bacter ial Infections (SBI) in neonates and young infants may also present w ith 

hypothermia (temperature less than 35.0°C or  95.0 °F)
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Childbir th, #1

E A P

EMT/ADVANCED EMT/PARAMEDIC  

1. Evaluate for  crow ning/imminent del iver y 
2. I f  crow ning/imminent del iver y, encourage mother  to r elax, breathe slow ly, 

and let baby deliver  
2. I f  hypotensive, rol l  patient onto left or  r ight hip 
3. I f  the presenting par t is the cord, apply pressure to the baby w ith a ster i le, 

gloved hand to keep pressure off  the cord unti l  cord pulsations are felt. Raise 
mother?s hips onto pi l lows. Keep cord warm and moist. Do not clamp or  cut 
cord 

4. Request ALS, i f  avai lable, and DO NOT DELAY TRANSPORT
5. If  baby?s head is del iver ing: 

a. Do not hur r y or  slow  the bir th 
b. Check to see i f  cord is w rapped around neck. I f  so, attempt to sl ip the cord 

over  the baby?s head, then repeat in case of double nuchal cord.  Do not 
clamp and cut the cord unless i t appears to obstr uct the bir th 

c. Immediately place baby skin-to-skin w ith the mother , unless r esusci tation 
is r equir ed. Dr y and stimulate the baby, examine and keep warm, next to 
mother?s skin, cover ing mother  and baby w ith warm blankets or  
aluminum foi l  blankets (i .e. "space blankets"). As soon as possible, enable 
chi ld to nur se at mother?s breast. In a stable new born, r emain on scene, as 
conditions permit for  a minimum of 15 minutes to al low  for  skin-to-skin 
contact. 

d. Assess APGAR SCORE at 1 and 5 minutes, r efer  to APGAR Score, Pink  6
e. Do not externally massage the uterus en route unti l  placenta has delivered
f. Do not for cibly r emove placenta
g. The cord may be left intact, or  i t may be double clamped and cut only

          when: 
1. the baby is breathing and al l  cord pulsations have stopped

(usually w ithin 3 to 5 minutes), or  
2. the baby must be moved to al low  for  advanced new born 

r esusci tation, or
3. Once the placenta has delivered. 

h. I f  placenta is del ivered, w rap and package w ith cord intact 
6. I f  del iver y has occur red pr ior  to EMS ar r ival, star t at #5b above.  
7. Dur ing tr anspor t, the baby should be placed in an appropr iate chi ld 

passenger  r estr aint system w ith the head suppor ted. Maintain warmth 
dur ing tr anspor t. Wrap the baby in warm blankets or  aluminum foi l  
blankets (i .e. "space blankets") and a warming hat to minimize heat loss. 
Consider  using a Maine EMS approved infant warming pad dur ing tr anspor t. 

8. Monitor  the baby's air way dur ing tr anspor t. Hypother mia in the 
newbor n may cause decr eased LOC, hypoglycemia, br adycar dia and 
hypotension. 

Cont inued
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Childbir th, #2

E A P

9. Most del iver ies proceed w ithout complications ? If  complications of del iver y 
occur , the fol low ing steps are r ecommended:
a. Shoulder  dystocia ? i f  del iver y fai ls to progress after  head deliver s, 

quickly attempt the fol low ing: 
i .  Hyper f lex mother?s hips to severe supine knee-chest posi tion
i i .  Apply f i rm suprapubic pressure to attempt to dislodge shoulder
i i i . Apply high-f low  oxygen to mother
iv.  Transpor t as soon as possible
v.   Contact closest appropr iate r eceiving faci l i ty 

b. Pr olapsed um bi l i cal  cor d
i . Placed gloved hand into vagina and gently l i f t head/body off  of cord 

1. Assess for  pulsations in cord
2. Maintain unti l  r el ieved by hospital staff .

i i . Consider  placing mother  in prone knee-chest posi tion or  extr eme 
Trendelenburg

i i i . Apply high-f low  oxygen to mother
iv. Transpor t as soon as possible
v.  Contact closest appropr iate r eceiving faci l i ty

c. Br eech bi r th
i . Place mother  supine, al low  the buttocks and tr unk to del iver  

spontaneously, then suppor t the body whi le the head is del ivered
i i . I f  head fai ls to del iver , place gloved hand into vagina w ith f ingers 

between infant?s face and uter ine wall  to create an open air way
i i i . Apply high-f low  oxygen to mother
iv.  The presentation of an arm or  leg through the vagina is an indication 

for  immediate tr anspor t to hospital
v.  Assess for  presence of prolapsed cord and tr eat as above
vi . Transpor t as soon as possible
vi i . Contact closest appropr iate r eceiving faci l i ty 

d. Excessive bleeding dur ing active labor  may occur  w ith placenta previa 
i .   Obtain histor y from patient
i i .  Placenta previa may prevent del iver y of infant vaginally
i i i . C-Section needed ? tr anspor t urgently
iv. Contact closest appropr iate r eceiving faci l i ty 

e. Mater nal  car diac ar r est
i . Apply manual pressure to displace uterus from r ight to left
i i . Treat per  Red 8, Cardiac Ar rest - def ibr i l lation and medications should 

be given for  same indications and doses as i f  non-pregnant patient
i i i . Contact OLMC to discuss r apid tr anspor t i f  infant is estimated 

to be over  24 weeks gestation 
1. Per imor tem Cesarean section at r eceiving faci l i ty is most 

successful i f  done w ithin 5 minutes of maternal cardiac ar rest
10. I f  any of  the above condi t i ons ar e pr esent , the pat i ent  i s best  car ed for  

at  a hospi tal  w i th  Obstet r i c (OB) ser v i ces. I f  t he pat i ent  condi t i on 
per m i ts, t r anspor t  to the near est  hospi tal  w i th  OB capabi l i t i es i f  total  
t r anspor t  t im e i s l ess than 45 m inutes, other w ise go to the closest  ED. For  
quest i ons, contact  OLMC.

Cont inued f r om  pr evious page 
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APGAR Score

Assess the baby at 1 minute and again at 5 minutes

DO NOT DELAY RESUSCITATION to obtain APGAR Score

A score of less than 7 suggests need for  r esusci tation w ith suction, venti lation, and ALS 
back up 

APGAR Scor e

0 1 2

A Appearance Blue or  Pale
Body Pink/  
Hands Blue

Pink

P Pulse Absent less than 100 greater  than 100

G Gr imace* None Gr imace Cough

A Activi ty** Flaccid Some Good

R Respir ation Absent Weak Good

* Tested by a suction catheter  or  bulb syr inge tip gently placed in the nose or  mouth
**  Amount of spontaneous f lexion of extr emities 
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Neonatal Resusci tation

Term Gestation? 
Breathing or  Cr ying? 
Good Muscle Tone?

Routine Care
Provide Warmth

Open Air way
Dr y 

Ongoing Evaluation

Provide Warmth
Open Air way
Dr y, Stimulate

HR Below  100? 
Gasping or  Apnea? 

Labored Breathing or  
Persistent Cyanosis?  

PPV With Room Air   
(No Oxygen). Advanced 

air way as needed.

HR Below  100? 

Clear  Air way.
Supplemental O2 as 

Needed.

Ensure adequate 
venti lation

Add 100% Oxygen

Post-Resusci tation Care

HR Below  60? 

 
Chest Compressions
Coordinate w ith PPV

HR Below  60? 

EPINEPHr ine 1mg/10ml
0.01 mg/kg ever y 3-5 

minutes unti l  HR > 60

YES

NO

YES

NO

NO

30
Sec

YES

YES

NO

YES

YES
NO

NO

60
Sec

Pear l s: 

1) Remember  to obtain APGAR scores at 1 and 
5 minutes on baby, see Pink  6

2) NEVER GIVE NALOXONE TO A NEONATE
3) In neonates, venti lation and oxygenation 

may increase hear t r ate in proper ly placed 
advanced air ways sooner  than chest 
compressions.

Consider : 
1) Hypovolemia

2) Pneumothorax

AEMT/Paramedic BIAD - i f  avai lable, or  
Paramedic -Intubation - i f  avai lable

HR Below  60? 

YES

NO
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Normal Pediatr ic Vi tal Signs, # 1

Nor m al  Pediat r i c Vi tal  Signs

Age Approximate 
Weight (kg)

Pulse/Min Resp/Min Minimum 
Systol ic BP

Glucose (mg/dl)

New born 3 100-160 30-60 60 45-120

6 months 7 100-160 30-60 70

100-180

1 year 10 100-140 24-40 70

2 years 12 80-130 24-40 70

3 15 80-130 24-40

Multiply age 
x 2 and add 

70

4 16 80-120 22-34

5 18 80-120 22-34

6-7 20 70-110 18-30 80-140

8-9 25 70-110 18-30 80-140

10-11 35 60-100 16-24

70-120
12-13 40 60-100 16-24

14 50 60-100 16-24

15 55+ 60-100 14-20

Note: Estimated weight in ki lograms: [2 x (age in years)] + 8
*  Typical Systol ic BP in chi ldren 1-10 years of age: 90 + (age in years x 2) 
*  Lower  Limits of Systol ic BP for  a chi ld age 3-15 years: 70 + (age in years x 2) 
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Normal Pediatr ic Vi tal Signs, # 2

Modi f i ed GCS for  In fants and Chi l dr en 

Chi ld In fant Scor e

EYE OPENING 

Spontaneous Spontaneous 4

To speech To speech 3

To pain only To pain only 2

No response No response 1

BEST VERBAL 
RESPONSE

Or iented/Appropr iate Coos and babbles 5

Confused Ir r i table, cr ies 4

Inappropr iate words Cr ies to pain 3

Incomprehensible sounds Moans to pain 2

No response No response 1

BEST MOTOR 
RESPONSE

Obeys commands Moves spontaneously/ purposeful ly 6

Localizes painful stimuli Withdraws to touch 5

Withdraws in r esponse to 
pain

Withdraws in r esponse to pain 4

Flexion in r esponse to pain Abnormal f lexion in r esponse to pain 3

Extension in r esponse to pain Abnormal extension in r esponse to pain 2

No response No response 1



Page 136 Pink 10(Back to TOC)

Pediatr ic Speci f ic Equipment Sizes

Equipment
GREY 
3-5 kg

 

PINK 
Small 
Infant
6-7 kg

RED 
Infant 
8-9 kg

PURPLE
Toddler
10-11 kg

YELLOW 
Small 
Chi ld

12-14 kg

WHITE
Chi ld

15-18 kg

BLUE
Chi ld

19-23 kg

ORANGE
Large 
Chi ld 

24-29 kg

GREEN 
Adult 

30-36 kg

BVM
Infant or  

chi ld
Infant 

or  chi ld
Infant 

or  chi ld
Chi ld Chi ld Chi ld Chi ld Chi ld Adult

Oral 
Air way
(mm)

50 50 50 60 60 60 70 80 80

Lar yngo-
scope 
Blade 
(size)

1    
str aight

1 
str aight

1  
str aight

1 
str aight

2 
str aight

2 
str aight

2 
str aight 

or  
cur ved

2  
str aight 

or  
cur ved

3 
str aight 

or  
cur ved

ET Tube
3.0   

cuffed    
3.0 

cuffed
3.0 

cuffed
3.5 

cuffed
4.0 

cuffed
4.5 

cuffed
5.0 

cuffed
6.0 

cuffed
6.5 

cuffed

ET Tube 
Inser tion 

length 
(cm)

3 kg 9-9.5
4 kg 9.5-10

5 kg 
10-10.5

10.5-11 10.5-11 11-12 13.5 14-15 16.5 17-18 18.5-19.5

Stylet Pedi Pedi Pedi Pedi Pedi Pedi Adult Bougie Bougie

Suction 
Catheter  

(F)
8 8 8 10 10 10 10 10 10-12

BP Cuff Neonate Infant 
or  chi ld

Infant 
or  chi ld

Chi ld Chi ld Chi ld Chi ld Chi ld Small 
adult

IO (Ga) 18/15 18/15 18/15 15 15 15 15 15 15

NG Tube 
(F) 

5-8 5-8 5-8 8-10 10 10 12-14 14-18 16-18

LMA 1 1.5 1.5 2 2 2 2.5 2.5 3

KING 0 1 1 1 2 2 2 2.5 2.5

For  ET size, pinky f inger  diameter  in a chi ld affords an acceptable approximate of ET tube 
outer  diameter. The formula for  tube size is as fol lows: "Age (in years)/4 + 3.5 (cuffed)" and 
the length-based tape may be used for  internal diameter  determination. Using a tube one 
size larger  or  smaller  than this guidel ine is also acceptable. 
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Pediatr ic Transpor tation, #1
PEARLS 
These guidelines apply to tr anspor ting pediatr ic patients who are of an age/weight that 
r equir e a chi ld safety seat. Pediatr ic patients that don't r equir e a chi ld safety seat should be 
tr anspor ted fol low ing adult guidel ines.  

A PE

Maine Statute 29-A M.R.S.§2081(2) & (3) r equir es al l  chi ldren weighing less than 80 
pounds, less than 57 inches in height and less than 8 years old to be proper ly r estr ained in 
a chi ld safety seat when r iding in a vehicle. Chi ldren between 40 and 80 pounds AND 
less than 8 years of age must be proper ly secured in a chi ld r estr aint system in 
accordance w ith the chi ld r estr aint system manufacturer 's r ecommendations.  An 
i l l  or  injured chi ld must be r estr ained in a manner  that minimizes injur y in an ambulance 
crash. The best location for  tr anspor ting a pediatr ic patient is secured dir ectly to the 
ambulance cot. Never  al low  anyone to hold an infant or  chi ld dur ing tr anspor t. 
TYPES OF RESTRAINTS:
1.  Conver tible (tr adi tional) car  seat w ith two belt paths (front and back) w ith four  points 

for  belt attachment to the cot is considered best practice for  pediatr ic patients who can 
tolerate a semi-upr ight posi tion.
a. Posi tion safety seat on cot facing foot-end w ith 

backrest elevated to meet back of chi ld safety seat.
b. Secure safety seat w ith 2 pair s of belts at both 

for ward and rear  points of seat.
c. Place shoulder  str aps of the harness through slots 

just below  chi ld?s shoulders and fasten snugly to chi ld.
d. Follow  manufacturer?s guidelines r egarding chi ld?s weight.

Note: Non-conver tible safety seats cannot be secured safely to cot. I f  chi ld?s personal safety 
seat is not a conver tible seat, i t cannot be used on the cot.

2.  Str etcher  harness device w ith 5-point harness (examples: Ferno Pedi-Mate, SafeGuard 
Transpor t, ACR)
a. Attach securely to cot uti l izing upper  back str ap behind 

cot and lower  str aps around cot?s fr ame.
b. 5-point harness must r est snugly against chi ld. Secure 

belt at chi ld?s shoulder  level so no gaps exists above 
shoulders.

c. Adjust head por tion of cot according to manufacturer?s 
r ecommendation.

d. Follow  manufacturer  guidel ines for  weight r atings.

 
3.  Car  bed w ith both a front and rear  belt path (example: Dream Ride Infant Car  Bed)

a. For  infants who cannot tolerate a semi-upr ight posi tion or  who must l ie f lat.
b. Posi tion car  bed so infant l ies perpendicular  to cot, keeping infant?s head toward 
center  of patient compar tment.
c. Fully r aise backrest and anchor  car  bed to cot w ith 2 belts, uti l izing the 4 

attachment si tes supplied w ith car  bed.
d. Only appropr iate for  infants from 5 ? 20 lbs.

 

Examples Weight Range

Ferno Pedi-Mate 10-40 pounds

Ferno Pedi-Mate Plus 10-100 pounds

Quantum ACR4 4-99 pounds
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Pediatr ic Transpor tation, #2 
4. Isolette/Incubator  must be secured to ambulance according to 

manufacturer?s guidel ines.
a. Secure infant using manufacturer?s r estr aint. (Five-point harness r estr aint 

is prefer red.)
b. Blankets or  towels may be used for  additional stabi l ization

NON-PATIENT TRANSPORT
Best practice is to tr anspor t well  chi ldren in a vehicle other  than the 
ambulance, whenever  possible, for  safety. 

I f  no other  vehicle is avai lable and cir cumstances dictate that the ambulance 
must tr anspor t a well  chi ld, he/she may be tr anspor ted in the fol low ing 
locations:
1. Captain?s chair  in patient compar tment using a size 

appropr iate integrated seat or  a conver tible safety seat.
2. Passenger  seat of the dr iver?s compar tment i f  chi ld is 

large enough (according to manufacturer?s guidel ines) 
to r ide for ward-facing in a chi ld safety seat or  booster  
seat. Air bag should be turned off . I f  the air  bag can be 
deactivated, an infant, r estr ained in a r ear -facing infant 
seat, may be placed in the passenger  seat of the dr iver?s 
compar tment.

USE OF PATIENT?S CHILD SAFETY SEAT AFTER INVOLVEMENT IN MOTOR 
VEHICLE CRASH
The patient?s safety seat may be used to tr anspor t chi ld to the hospital after  
involvement in a minor  crash i f  ALL of the fol low ing apply:
1. I t is a conver tible seat w ith both front and rear  belt paths.
2. Visual inspection, including under  movable seat padding, does not r eveal 

cracks or  deformation.
3. Vehicle in which safety seat was instal led was capable of being dr iven from 

the scene of the crash.
4. Vehicle door  nearest the chi ld safety seat was undamaged.
5. The air  bags (i f  any) did not deploy.

MOTHER AND NEWBORN TRANSPORT
1. Secure and tr anspor t mother  on the cot.
2. Consider  tr anspor ting mother  and new born in separate ambulances to 

proper ly secure each patient to a cot.
3. Transpor t new born secured to the r ear -facing cl inician seat /captain?s chair  

using a size-appropr iate chi ld r estr aint system. Ei ther  a conver tible safety 
seat w ith a for ward-facing belt path or  an integrated chi ld r estr aint system 
cer ti f ied by the manufacturer  to meet FMVSS No. 213 may be used to secure 
infant.

4. Do NOT use a r ear -facing only safety seat in the r ear -facing cl inician seat / 
captain?s chair  as this is dangerous and may lead to signi f icant injur ies.

A PE
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